APPENDIX A

ADDITIONAL INFORMATION

1. UI HEARING OFFICE AND LIRC ADDRESSES & TELEPHONE NUMBERS

2. "“PROS & CONS" OF TELEPHONE HEARINGS
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ADDRESSES & TELEPHONE NUMBERS

Ul HEARING OFFICES

Eau Claire Hearing Office
715 S. Barstow St., Suite #1
Eau Claire, WI 54701
(715) 836-6567
Fax: (715) 836-1360

Fox Valley Hearing Office
2900 N. Mason St., Suite B

AfterJuly 2, 2001
926 N. Westhill Blvd.

Appleton, WI 54914
(920) 832-2769
Fax: (920) 832-5434

Madison Hearing Office
1801 Aberg Ave., Suite A
Madison, WI 53707
(608) 242-4818
Fax: (608) 242-4813

Milwaukee Hearing Office
819 N. 6th Street, Room 382
Milwaukee, WI 53203
(414) 227-4865
Fax: (414) 227-4264

LABOR AND INDUSTRY REVIEW COMMISSION

LIRC
P.O. Box 8126
Madison, WI 53708-8126
(608) 266-9850
Fax: (608) 267-4409
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» There is no mavel time required &
won will not have te armrangs for
transpontation if yom have 2
telephone hearing

Tt maw oot teke longer than am in-

persom hzaring plus travel.

There may be equipment problems

daring a telephooe hearing {soch as:

people sometimes have tronble
bearing during a telephone hearing,
or get cut off)

w While yom will still have to amrangs
fior child care, you may not nezd
chilid care for as long when you have
a telephone hearing since there = po
travel time involved.

A telephone hesring may take loager,

While parties are suppesed &0
exchange exhibils before a telephone
bearing, semeons may not hawve ssen
of the exhibét, delay yoer hearing or
require that it be rescheduled.

tou must remember to have the
exhibits with wou at your telephone
bearing. Scene people lose or
misplace them.

Tt may be hand to work with a large
pemsher of exhibits during 2
telephons hearing, & it may be
Barder to 121l which exhibits are
being referred o during 2 belephome

consi |:"£5' before remlﬁhr'-n a [e]e:lmne hearl:ntr:

o The jindze can prevent the

=0 prevent

EUBZJ].I.Ilg ﬂlmFH.II.I.LJJJHJ.I]E
during an in-person bearing.

» There musz be enough telepbone
extensions For all participamts to be
listening 22 the same time during a
telephons bearine.

= ]t may be harder for the judge to
as.s&sapam:rmuscredihﬂng
daring a telephome hearing.

» ¥ou will need 4o hawe a phonema

» Working parties & witnessés
participating by telepbone may miss
less work in order to participate.

» Parties will not meet face to face ina
izlephone bearimg.

If vom are appealing the initial delemmahmandmlthedﬂpaﬂmmttl presume that a telephone hearing

is suitable, vom must reguest a telepbone hearing when you file your appeal. If vou are notified that the other
party m your case bas appealed the initial determination and woa would like the department to presume that a
telephome hearing is suitable, you must send 2 written request for a telephone hearing and it must be received or
postmarked within 5 business days of the day on which the department mailed you the notice that an appeal has
been filed. You shoubd give the reasons you want a telephone hearing in your request. Although telephone hearings
mezy be granted if you maks vour request at other times, yoa must make your request by these deadlines in order
for the department to presume that 2 telephons hearing is suitable.

If you are scheduled for a telephone hearing, you can still attend in persom. If you are going to appear in-persoa,
vou shoubd call the bearing office at least 48 hours before the hearing. For more information abowt telephone
hearings, you can read administrative male D'WD 1400.11. Administrative rules are available at public libraries, law
libraries, wehsite www.dwid.state winsiuiTawhtm or from the Unemployment Insuramce Division of the
Department of Waorkforee Development. UCL-10252-2 (RALE)
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APPENDIX B

FORMS

NOTICE OF HEARING
A. FORM UCL-4616 - HEARING NOTICE (for in-person hearing)
B. FORM UCL-5801 - TELEPHONE HEARING NOTICE

FORM UCB-474 - MEDICAL REPORT TO DETERMINE UNEMPLOYMENT
INSURANCE ELIGIBILITY

Labor market conditions report

Ul DRUG TESTING REPORT

PART | - Ul DRUG REPORT: OBTAINING AND SEALING THE SPECIMEN (Certification of
the person taking the specimen)

PART Il - Ul DRUG REPORT: PERFORMING THE DRUG TEST
ANALYSIS (Certification of the laboratory's performing the analysis)

3.22 July 2001
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The Following isseeist may be covered:

The employe should confinue Bo fike weekly claim cefifications while this matter is pending

BRIMNG THIS NOTICE WITH YOU TO THE HEARING AS IT CONTAINS SITE INSTRUCTIONS.
YO ARE TD APPEAR IN PERSDOM AT THE ABOVE LOCATION FOR THIS HEARING. Parties are espected bo amive o time.

Be sure to read the above “Important Messagedsl,” if any. Also, rewiew the pamphlet ™Attending a Ul Hearing."™

READ QTHER SIDE OF THIS NOTICE FOR IMPORTANT INFORMATION

Motice also mailed to:

UCL-4E1E-MAD B, DE/I5'SE Secisa MI.05 Wicosds Siamies
P00
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PARTICIPATIOMN

if wou wiii be represented bw an atiormey or ageni, and thkey are noi iisted under
Lg

REPRESENTATIVES: if a
afficial 5 W responsiil
time and locatiom of the hearing if they are not
“Motice aiso mailled to.

WETHDRAWAL - Only the zppellant may withdraw an sppeal. 4 withd
remains @ effect The withdrawal shouid inciude the heari
gray shaded area on the reverse side of this Mo
can chcose one of the three options listed beiow:
® Compiete and return the enclosed postage-paid postcard; or
® Fax a withdrawal to the hearing office fisted on the reverse side; or
e Telephone the hearing office listed on the reverse side.

POST - Postpomements are not gramted for the mere conwenience of the parties, their
represestatives or witmesslesl  All participants are expected to arrange time
off from ewveryday affairs, imcluding management duties, work, school,
wacation, doctor appointments, etc.

INTERPRETER: The hearing office reguires the use of its own official interpreters (sign
or languagel during the hearing. The hearing office provides the
interpreter at no cost.  If a participant uses or needs an interpreter,

contact the hearing office immediately.

SPECIAL NEEDS: Mot all hearing locations may be handicapped sccessible. If a participant
has amy special needs or requires a disability accommedationis), contact
the hearing office immediately.

ADDITEONAL Rewiew the pamphlet, "Affending a Ul Hearing." If you have questions,
INFORMATION: contact the hzaring office.

is hearisg is your only opportunity to present documents and testmmony as evidence im this case  Any
ae review of this case is based wpon the record made at thss Bearimg

FIB2I0 F. SERIEED

(Back of Form UCL-4616)
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Nzfn Mzilad:

This is your HEARING NOTICE. An unemolowvmesi insurance hearing will be hedd in the above cass

1 IEAP{!I L L] Mngﬁ
FORA
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A pemtrn]l Tirmnl
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e TOUIR I Teolessed ey on el

READ AMND FOLLOW THE ABOWE “IMPORTANT MESSAGE(S!™ AS TO HOW YOU

ARE TO

PARTICIPATE IN THIS HEARING. |f that messape infoms you to appear = person, rather than By
telephone, BRING THIS MOTICE WITH YOU TO THE HEARING AS IT CONTAINS SITE

INSTRUCTIONS.
Review e pemphlet, “ATTENDING A Ul HEARING.”

| The employe shosld continpe to file weekly claim certifications whibe this matter is pending

READ OTHER SIDE OF THIS NOTICE FOR IMPORTANT INFORMATION
Motice zlso mailed fox

FOL-5301-MD (B, DS 1435 Sectiom J0S.ES Miscmssin Slamtes
ELEdE L E)

-

3.25

April 2000




thre appeilani may withdraw an appeal. i
remaing in effect. The withdrawal shoeld include the hearing s.anha&r which appears in
gray shaded area on the reverse side of this Motice. To withdraw, the appeliant
can choose one of the three options listed below:

th
3
e+
E
11

® Compiete and return the enclosed postage-paid postcard; or
® Fax a withdrawal to the hearing office listed on the reverse side; or
® Tezlephone the hearing office fisted on the reverse side.

b

POSTPONEMENTS: Postponements are not granted for the mere coewenience of the parties. their representatives
ar witnesslest.  All participants are expectied io arrange time off from everyday

affairs, including management duties, work, school, wacation, doctor appointrments,
et
INTERPRETER: The hearing office reqguires the use of its own official interpreters (sign or

language) during the hearing. The hearing office provides the interpreter at no
caost, if a participant uses or needs an interpreter, contact the hearing office
immediately.

SPEC!AL MEEDS: Mot all hearing locations may be handicapped accessitle. If a participant in the
hearing is o appear in person and has any special needs or requires @ disability
sccommodationdsl, contact the hearing office immediately.

ADDITEOMAL Review the pamphiet. "Aftemdimga Ul Hearing." f you have guestions, comtact the
INFORIGATION: hearing office.

This nearing B¢ yowr onfy opporunity t0 present documemts and testimony as evidence in this case. Any future
review of this case is based wpon the record made at this hearing

(Back of Form UCL-5801)
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UCB-474 MEDICAL REPORT TO DETERMINE UNEMPLOYMENT INSURANCE (Ul) ELIGIBILITY

Name Return to
Social Security Number Hearing No.
Date Sent Date Due Phone Number Fax Number

CLAIMANT'SAUTHORIZATION FOR RELEASE OF PATIENT INFORMATION

The purpose of thisreleaseisto resolve an Ul eligibility claim which would involve sharing this information with department personnel and
partiesinvolved in the disputed claim. | hereby request and authorize (claimant must print treating Health Care Professional’s name and
address)

to release to the Department of Workforce Development specific information requested on this form together with any supporting
documentation or reports from my medical record. | further understand that the information disclosed may include reference to or treatment of
alcohol/drug use or mental illness. Thisauthorization will remain in effect unless| revokeit by written notification.

Claimant’ s signature Date

TREATING HEALTH CARE PROFESSIONAL’'SREPORT

Complete any subsequent sections marked [X] and the Certification section.

XI1. MEDICAL HISTORY

A. The claimant was under my care from to AND/OR was most
recently seen by me on

B. Diagnosis:

C. Diagnosis was based on (check all that apply): [_]Examination [IClaimant’s Statement  [_]Other (specify)

[]J11. SUBSTANCE ABUSE AND MENTAL ILLNESS (Check all that apply).

[]Alcohol Abuse [] Drug Abuse [ IMenta lliness

A. Explain how the condition affects the claimant:

B. Was the claimant required to take medication(s) to control the condition(s)? [] Yes [1No
Medication(s) side effects:

C. Did the claimant request to seek admission to a substance abuse or mental treatment facility? [ ] Yes [ ]No
Was the claimant advised to seek admission? [1Yes []No

If no, please explain:

If yes, was the claimant admitted for treatment? [1Yes []No
Thistreatment was: [ ]| Inpatient (Dates): AND/OR [] Outpatient (Dates):
D. In your opinion, can the claimant abstain from the use of alcohol and/or drugs? (Please explain:)

[ ] 111, ABILITY TO PERFORM SPECIFIC DUTIES

A. Woas the claimant able to perform the following work:

as of ? [1Yes []No
B. Was the claimant advised to seek other work? []Yes [ No If yes, date advised?
C. What type of work was the claimant recommended to seek?

UCB-474ho (R. 10/99)
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[ ] 1V. GENERAL ABILITY TO WORK
Asof was the claimant able to work?

l
L]
L]

[

(Check all that apply)

No. Claimant cannot work due to the medical condition(s) reported on thisform.

Yes. Claimant may work, but must limit the activities and/or hours of work. (COMPLETE SECTION V.)
isthe date the claimant was/will be able to return to full-time (35 or
more hours per week) work without restrictions.

Yes. Claimant is able to work full timewithout restrictions.

Xl V. RESTRICTIONS

A. Check one of the following classifications of work that the claimant is able to perform:

L]
L]

Sedentary Work. If the claimant is restricted to lifting, carrying, pushing or pulling less than 10 pounds, or isrequired to
sit most of the time and can only walk or stand occasionally, then s’/he is available for sedentary work only.

Light Work. If the claimant isrestricted to lifting, carrying, pushing or pulling not more than 20 pounds occasionally,
and/or to 10 pounds fregquently; or is not to walk or stand to a significant degree, but is suppose to sit most of the time, then
sheisavailable for light work only. If the claimant cannot use arm or leg motions, or use a hand or afoot to a significant
degree, then the claimant is available for light work.

Medium Work. If the claimant is restricted to lifting, carrying, pushing or pulling not more than 50 pounds, and/or is
restricted to 20 to 50 pounds occasionally; then s/he is available for medium work. A claimant who is available for medium
work would have no restrictions regarding walking or standing.

Heavy Work. If the claimant is restricted to lifting, carrying, pushing or pulling not more than 100 pounds, and/or is
restricted to 25 to 50 pounds frequently; then s/he is available for heavy work. There would be no restrictions regarding
walking or standing.

[] VeryHeavy Work. There are no restrictions regarding very heavy work.
Check all categoriesof activitiesthat apply to the claimant
CAN PERFORM CAN PERFORM NO
ACTIVITY MUST BE OCCASIONALLY FREQUENTLY RESTRICTIONS
1t033% 3410 67%
AVOIDED

Stooping ] ] L] []
Climbing ] ] N/A ]
Crouching ] ] N/A ]
Crawling ] ] N/A []
Kneeling ] ] N/A []
ACTIVITY (degree of ability)
Balancing [ ] Must not berelied on [ ] Norestrictions
Reaching ] Must not extend hand and arms [] Limited to 1/3 normal reaching ability

[] Limited to 2/3 normal reaching ability [] Norestrictions
Fingering (picking, pinching,
Or fingering activities) [ ] Must be avoided [] Limited to 1/3 normal dexterity

[] Limited to 2/3 normal dexterity [] Norestrictions

B. Indicate how many hours the claimant can work per week based on the restrictions listed on this form or for other medical reasons.

[ ]0tol7hours [ ]18to23hours [ ]24to29hours [ ]30to34hours [ |35 or more hours

UCB-474ho (R. 10/99)
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ADDITIONAL QUESTIONSFOR THE TREATING HEALTH CARE PROFESSIONAL TO ANSWER: (These questions
may be answered here or you may attach documents. Remember to sign and date thisform.)

ADDITIONAL COMMENTS BY THE TREATING HEALTH CARE PROFESSIONAL: (Any additional
information may be provided here or you may attach documents. Remember to sign and date thisform.)

CERTIFICATION ISREQUIRED. | hereby with full knowledge of the penalty of fine and / or imprisonment, as provided in §943.39 of the
Wisconsin Statutes, that this report, together with any attached documents, truly and correctly sets forth the claimant’s history, my findings,
diagnosis and opinion.

Signature of Health Care Professional:
Printed Name:
Title

Phone number: ( ) Date:

UCB-474ho (R. 10/99)
3.29 April 2000



UNEMPLOYMENT INSURANCE (Ul) DRUG REPORT: OBTAINING AND SEALING THE SPECIMEN

Name Return to
Saocial Security Number Hearing No.
Date Sent Date Due Phone Number Fax Number

The purpose of thisform isto resolve an Ul eligibility claim for the above claimant. The information provided here will be shared
with department personnel and the partiesinvolved in the disputed claim.

1 What type of specimen was obtained?

2. What was the date and time the specimen was obtained?

3. What procedures were used to identify the claimant?

4, Did the claimant observe the specimen being sealed? [lYes [1No
5. Did the claimant initial or sign the label on the specimen container? [ ]Yes []No
6. Provide any other information concerning the specimen (its obtaining and/or handling).

CERTIFICATION isrequired by an individual who can attest to the accuracy of the information provided.

| hereby certify, with full knowledge of the penalty of fine and/or imprisonment, as provided in Section 943.39
of the Wisconsin Statutes, that this report, together with any attached documents, truly and correctly sets forth
the above matters.

Signature

Printed Name

Title

Name of Laboratory or Clinic:

Address:

Phone Number ( ) Date:

Supporting documents may be attached. However, you must still sign thisform.

3.30 July 2001



UNEMPLOYMENT INSURANCE (Ul) DRUG REPORT: PERFORMING THE TEST ANALYSIS

Name Return to
Social Security Number Hearing No.
Date Sent Date Due Phone Number Fax Number

The purpose of thisform isto resolve an Ul digibility claim for the above claimant. The information
provided here will be shared with department personnel and the parties involved in the disputed claim.

1. What wasthe chain of custody, i.e., handling of the specimen from the time it was received to the time the test(s) was
completed? [Be specific asto the date, time and name(s).]

2. What type of specimen was tested?

3. What test(s) was conducted?

4. What procedure was used in conducting the test(s):
[] The Department of Transportation’s Wor kplace Drug Testing Program regulations, 49 CFR, part 40
[] Other (be specific):

5.  What was the result of the test(s)—please indicate exact reading, preferably in ng/mL? (Y ou may
attach laboratory test reports to answer this question. However, you must still sign thisform.)

6. How long do the metabolites for the specific drug(s) identified remain in a person’s system [i.e., how long are the
specific drug(s) detectable after use]?

YOU MUST PROVIDE A COPY OF THE TESTING LABORATORY'SAND ANALYST'S
CERTIFICATION AND/OR CREDENTIALS.

CERTIFICATION isrequired by an individual who can attest to the accuracy of the information
provided.

| hereby certify, with full knowledge of the penalty of fine and/or imprisonment, as provided in Section
943.39 of the Wisconsin Statutes, that this report, together with any attached documents, truly and
correctly sets forth the above findings.

Signature
Printed Name

Title

Name of Laboratory or Clinic:
Address:

Phone Number ( ) Date:

3.31 July 2001
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